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Despite a stampede of enthusiasm, the broad acceptance of institutional ethics committees (IECs) including the psychological realities of legalism and bureaucratic inertia. Finally, we suggest that careful attention be paid to the organisation, composition, and rules governing IECs' operation to ensure an open discussion of ethical issues. We argue that only rigorous efforts to harmonise IECs' processes with IECs' goals will achieve congruence and fidelity in the work of ethics committees.
L. The origin ofinstitutional ethics committees
Three major American events are credited for the burgeoning interest in IECs. First, in 1976 the New Jersey Supreme Court recommended using an 'ethics committee' to confirm the prognosis of a comatose woman, Karen Ann Quinlan, whose family requested termination of life support (1) . While subsequent IECs concentrated on ethical issues rather than validating medical prognoses, this was the first case in the United States in which the court suggested committee decision-making in what had previously been the private province of doctors and patients. It is significant that the first appeal to an 'ethics committee' was to resolve purely medical, rather than ethical, questions, and we believe that this foreshadowed a persistent confusion about IEC goals.
In 1983, ethics committees were given additional validation by the President's Commission for the Study of Ethical Problems in Medicine and Biomedical and Behavioral Research, when the commission urged health care professionals and administrators to develop mechanisms for review and consultation in cases raising ethical issues. Specifically, the commission suggested ethics committees as a mechanism for resolving conflicts (2) .
Finally, in response to the non-treatment of a Down's syndrome baby in Indiana, the United States Department of Health and Human Services issued 'Infant Doe' regulations which strongly encouraged hospitals to establish 'Infant Care Review' committees including the American Medical Association, the American Hospital Association, the American Academy of Pediatrics, and the American Academy of Neurologists has endorsed IECs (5), and experts expect them to play an increasing role in the medical setting (6) .
It is important to understand IECs' increasing prevalence in the context ofbroad cultural changes that occurred over the last three decades. The American civil rights movement, the concern for consumer protection, and public hearings involving government What is important in ethical reasoning is the process used to arrive at one's conclusions, and it is in this process that IECs have a useful role. Enriching the traditional biomedical viewpoint by exposure to the diversity of viewpoints present in an IEC may increase physicians' awareness of the ethical issues at stake and help a physician to analyse critically the justification of various alternatives. Biases are revealed, neglected values articulated, and novel solutions explored. In a pluralistic society the process of identifying values, analysing assumptions, and assessing the justification of options is thought to lead to better decisions, and it is this process which IECs can help implement.
Rather than promising more than they can deliver, rather than moulding themselves to fit an unsuitable medical consultation model, ethics committees should be circumspect in understanding their limits as well as their strengths. A new model, unique to IECs, is needed. While IECs are limited in their ability to provide speedy 'right answers', their clearest strength is their ability to facilitate the process of rational decision-making.
III. Committee composition
Perhaps the first challenge facing every IEC is determining its membership. If the committee were designed only to ensure hospital-wide consensus, then a multidisciplinary committee of hospital employees would be best. In contrast, a preponderance ofhospital administrators, legal counsel, or risk managers would be appropriate if the committee's primary goal were to decrease institutional liability.
We argue that there are several reasons for believing that a broadly constituted ethics committee, including a wide spectrum of health care professionals as well as lay members, is most likely to facilitate a democratic process of analysis. Multidisciplinary committees may be able to develop educational programmes that appeal to a variety ofhealth professionals rather than narrowly concentrating on ethical issues faced by physicians. Similarly, hospital policies that take different health professionals' responsibilities into account are more likely to be taken seriously than those that do not. As the President's commission notes, an interdisciplinary membership can 'minimise the tendency to take the committee's task as essentially technical', can 'prevent ethics committees from becoming uncritically accepting of, or adverse to, the view of any one professional or social group', and can make many different perspectives available to those who seek the committee's guidance (9).
However, we are aware that, in practice, physicians are the largest group represented on IECs (10), and non-physician members are predominantly health professionals who, given their training, may assess medical problems or weigh risks and benefits quite differently from the general patient population. Even more striking is the members' social and educational homogeneity. While 'multidisciplinary' IECs may be designed to be pluralistic, their success at fulfilling this goal is limited to involving a variety ofindividuals from the upper echelons of the institution. If the notion of 'representative diversity' is taken seriously, committee members should be chosen from a wide pool of applicants, including members of the surrounding community who will be the institution's future patients (11).
Moreover a pluralistic committee membership does not ensure a pluralistic discussion of the issues. Social scientists have found that small groups may avoid controversial issues, ignore minority objections to the group position, and reach closure prematurely to achieve consensus (12) . Compromise, when merely for the sake of reaching a speedy decision, undercuts the moral pluralism of the interdisciplinary group. If one of the IEC's roles is to ensure that health professionals understand the various options and their ethical implications, then compromise for its own sake minimises the potential benefits.
In groupthink by explicitly asking for objections or appointing committee members to raise objections to the majority view (14) . If the multidisciplinary nature of IECs is to enhance their consultative function, then care must be taken to ensure that an open analysis of the ethical issues is actively encouraged.
IV. IEC activities
There are striking similarities in the activities of committees in different institutions (15) . Typical areas of effort include, in increasing order of controversy, the creation of educational programmes, the review of institutional policies, and case consultation. It is the last that provokes the most dispute even as it appears to be the activity most ardently, if ambivalently and inarticulately, sought. We will describe this range of typical activities and point out some of the dilemmas facing IECs as they try to carry them out.
Education
Newly formed IECs perceive their first task as educating the committee members and, to a lesser extent, educating the wider hospital community. However, the interdisciplinary nature of IECs creates special educational stresses since some members will have been selected because they have a particular job in the hospital and others will have been chosen on the basis of their experience in analysing bioethical issues. Educational programmes that help IEC members develop competence in analysing ethical issues are thus difficult to develop in a way that is appropriate to both groups.
In addition if, as some social scientists claim, group dynamics inhibit open discussion of issues, then committees would do well to include training in communication skills as well as theoretical issues in bioethics. By discussing cases and current bioethics literature the committee members obtain a common frame of reference, develop group discussion skills, and gain familiarity with and respect for differing perspectives. While it is unreasonable to expect education to guarantee better decision-making or overcome the influence of group dynamics, it can at least be expected to clarify moral considerations and enhance the discussion of the various values and options present in clinical decisions.
Many IECs design educational programmes for the hospital at large to increase health professionals' awareness of the bioethical, rather than biomedical, questions that cause disagreements about patient care. Clearly this will not always be welcome; clinical decisions are easiest when they are made to appear straightforward, and the interjection of a new, unfamiliar frame of reference for discussion is likely to provoke hostility. But hospital education -preparing staff to be receptive to new, non-traditional ways of approaching clinical decisions -is an important endeavour for IECs. Thus both committee and hospital-wide education are important, but need to be designed carefully to maximise their impact.
Policy review and recommendation Most IECs review or develop hospital policies. Many committees, for instance, have reviewed policies on withholding cardio-pulmonary resuscitation and some have developed policies regarding the limits of other life-sustaining treatments. Potential new areas for policy development include organ retrieval and transplantation, cost containment, and the issues surrounding AIDS. By clearly delineating important values and outlining elements of the decision-making process, policies and guidelines can help health professionals deal with difficult ethical issues and define the limits of acceptable moral behaviour (16) .
Once again, however, IECs are not likely to find a warm reception for their policy revisions or recommendations. Almost by definition, IEGgenerated policies are likely to be somewhat complex and bureaucratic. The very people that have demanded help in resolving difficult dilemmas often bridle at what they regard as unnecessary formalism and cumbersome process. This issue is particularly critical for IECs because the gold standard for evaluating the effectiveness of policies should be their effect on health professionals' behaviour. If, for example, an ethically justifiable policy regarding resuscitation is ignored by house staff, as is the case at several hospitals with which the authors are familiar, then the IEC has not achieved its goal. To be effective, IECs must extend their efforts beyond policy revision and take on a number offollowup tasks: they must develop educational programmes to encourage compliance, monitor policies' effectiveness, and make appropriate adjustments to encourage ethical behaviour. Case review Case review is by far the most problematic IEC task, yet it is the one most consistently expected and demanded by health professionals in search of clear answers to complicated questions. The strongest argument against ethics committees engaging in case consultation is that it may interfere with the doctor/patient relationship and lead to worse, not better, care. Physicians may be inclined to abdicate responsibility for patient decisions to a distant committee far from the bedside which is not responsible for the outcome. Avoiding this diffusion of responsibility will require that health care professionals, and courts, clearly understand that the committee's role is to broaden the decision-making process. The physician and patient remain ultimately responsible for health care decisions.
Concerns about responsibility for patient care warrant careful consideration however, and lead us to recommend evaluation of alternative methods for raising ethical issues in clinical practice. We must assess whether case review by an IEC is preferable to the work of an 'ethics consultant', whose sole responsibility is to make recommendations regarding morally difficult choices. This more closely follows the medical consultant model, although it fails to address our concerns about what it means to be an 'ethics expert'. Alternatively, we must decide whether it would be better simply to provide more extensive training to physicians to enable them to cope with moral decision-making within a pluralistic context. In our opinion, the answers to these questions, and thus the future role for IECs in case review, is unknown.
V. Conclusion
IECs now find themselves in a difficult dilemma: those swayed by the forces that were strongest in bringing IECs into being are those who are least patient with the complexities of the committee process. A kind of Faustian bargain has been struck: clinicians and administrators, searching for guidance and support in dealing with issues of ethics and liability, have created a fragile process that has trouble generating the kind of univocal solution that administrators and clinicians most admire. In placing faith in process over outcome, hospitals must now be content with the awkwardness of a pluralistic body which, by its very nature, makes decision-making more complicated precisely because it includes more points of view. IECs must avoid being pressured into giving up their heterogeneity for the sake of prompt, definitive responses to the demands imposed by those who may not fully recognise the IEC's role. Hospitals, on the other hand, must understand that the creation of an IEC does not make ethical problems disappear; rather, it makes such problems less easy to dismiss or circumvent, and, in some sense, makes ethical problems even more difficult to resolve.
So, despite institutional pressures for quick, clear resolution of ethical dilemmas, merely resolving these problems is not the main work of an IEC. IECs should be valued for their process, if not their products, as their major strength rests on their value as catalysts for the examination of bioethical conflicts. While a simple coin toss would supply the speedy, unequivocal answers that many desire, IECs are obliged to confront all the ambivalence and uncertainty that made the decision difficult in the first place. This is the work and value of IECs.
News and notes
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